Aims: To report further cases of solitary necrotic nodule ofthe liver and to study its nature.
possible cause, and presence of ghosts of degenerate cells, partially preserved liver reticulin pattern, cholesterol clefts and foamy cells among necrotic material are auxiliary features pointing to such an aetiology. The variation in morphological fine details reflects both the lesion's diverse pathogenesis and the fact that it can be of varying duration. (3 Clin Pathol 1992; 45:975-978) In 1983 Shepherd and Lee described five cases of solitary necrotic nodule of the liver, comprising a central necrotic core and enclosed by a hyalinised fibrotic capsule containing elastic fibres; they emphasised that these lesions might be mistaken surgically for metastases.'
The lesion was believed to be an entity of diverse pathogenesis. Subsequently Berry reported two more cases and suggested that they were probably all sclerosed haemangiomas.2' The original author objected to this view and proposed that effete larval granulomas were an important cause among other possible mechanisms. 4 Recently an origin in haemangioma has been reaffirmed.5 Methods Seven cases were retrieved from 1000 surgical liver specimens and 3000 necropsies coming to light over the past five years. All of them satisfied the diagnostic criteria of solitary necrotic nodule: a solid lesion with a central necrotic centre and a hyalinised fibrotic capsule. All of them were incidental findings at necropsy or surgery. The clinical and pathological findings are summarised in table 1.
The three postmortem and four wedge biopsy specimens had been routinely fixed in neutral buffered formalin and processed in the usual way for paraffin wax embedding and step sectioning at 4 ,um. The sections were stained with haematoxylin and eosin, periodic acid Schiff (PAS) diastase, Perls's, reticulin, orcein, elastic van Gieson and chromotrope aniline blue. Ziehl-Neelsen and Gram stains were performed to exclude bacterial infection. becomes encapsulated to form a fibrosing nodule. This accounts for the predominantly subcapsular position of the reported nodules.
We were unable to demonstrate a haemangiomatous structure or reticulin pattern in the collars or within the necrotic centre, as described in a recent study.5 On the other hand, calcification, cholesterol clefts, foamy cells and degenerate cells, which were notable features in our series, were absent in that study. This discrepancy in fine details is best explained by a difference in aetiology; a parasitic process seems to be prevalent in our locality.
The lesion tends to affect the elderly but often a cause is found in younger patients. The histological characteristics of the two parasitic cases-namely, less abundant elastics, degenerate ghost cells, and preserved liver reticulin pattern-also suggest these two are relatively early lesions. Most of the nodules are therefore probably longstanding so that the original aetiology has become obscure. The variation in the histological features of solitary necrotic nodules reflects not only the diverse aetiology but also the different age of the lesion. This is an uncommon lesion and only seven cases have been identified in a five year period among 4000 necropsy and surgical liver specimens, giving an incidence similar to that of Berry's series.10 The nodules were asymptomatic and discovered only incidentally. They were small; the largest one was [2] [3] [4] [5] such. All these factors would contribute to the apparent low incidence of the lesion.
Finally, we concur with the original authors' view that these nodules are not malignant in origin and that the term "fibrosing necrotic nodule" might be more appropriate because they may be multiple.4 "
